BROOK STREET SURGERY - NEW PATIENT (FROM 14 YRS ) QUESTIONNAIRE-  

We like to provide our patients with good medical care and in order to do this, we need to know of any problems you or your family may have.  We would be grateful if you could complete this questionnaire and return it with your Medical Card so we can process your application to register with the practice. Thank you.

DATE COMPLETED   ________________________





NAME:     _           _______________________________________ 

DATE OF BIRTH:    _______/________/_____

ADDRESS:
 _______________________________________

TOWN OF BIRTH ________________________                



________________________________________

STATUS:
  M / S / W /D /OTHER
POST CODE:
________________________________________

OCCUPATION:     ______________________

TELEPHONE (HOME):__________________________________

MOBILE:
NEXT OF KIN NAME: ___________________________________  NOK CONTACT DETAILS: _____________________
LANGUAGE SPOKEN: ___________________________________


PLEASE LIST ( with dates) ANY SERIOUS ILLNESSES, OPERATIONS, ACCIDENTS
_____________________________________________________________________________________________________


PLEASE PROVIDE A LIST ANY CURRENT MEDICINES, INJECTIONS OR TABLETS ( including the strength if possible) THIS MUST BE AN OFFICIAL DOCUMENT FROM YOUR PREVIOUS GP
ATTACHED      YES/NO
N/A
ARE YOU ALLERGIC TO ANYTHING?      PLEASE GIVE DETAILS BELOW

ARE YOU A CARER 

YES /NO
            - OR -

DO YOU HAVE A CARER  
         YES/NO 

             IF YES
-





IF YES -

May we add your name to our carer’s register?
Would you ask your carer to contact us with 


                          YES/NO




permission to add the details to our register? – YES/NO

COMMUNICATION SUPPORT
DO YOU REQUIRE COMMUNICATION SUPPORT ?                YES/NO 

IF YES PLEASE CIRCLE ONE OF THE FOLLOWING                                             


BSL INTERPRETER


VRS OR EMAIL                       INDUCTION LOOP


OTHER




..












 
PTO




FAMILY MEDICAL HISTORY





Have any of your close relatives(parents, brothers,sisters) suffered from any significant medical problems? Please give details:




PLEASE COMPLETE YOUR LIFESTYLE INFORMATION

What is your height?
_________________


What is your weight? _______________________

Do you smoke?
   YES / NO    If YES---How many per day?______     Do you wish to reduce/stop?    YES/NO     
 If you are now a Non Smoker  -

Did you ever smoke?    YES / NO  --  If  YES -- how many per day?______       When did you stop? ___________



Do you drink alcohol?    YES / NO    

  If YES  --  how many units per week?        ………………

                 

  ( 1unit =  1glass of wine  1.5 units = 1 measure of spirits  2 units = 1 pint of beer )   

Do you take any exercise?

Yes|____|                NO|____|



Would you describe your exercise as           Inactive |     |        Gentle |     |        Moderate |     |       Vigorous |     |


What form of exercise do you take?     ..........................................………....          How often per week?  ..............

ADD-BLOOD PRESSURE RESULT




THIS SECTION IS FOR WOMEN ONLY
NUMBER OF CHILDREN______________



MISCARRIAGES_______________









DATE

PLACE

BY GP  / OTHER
HAVE YOU HAD A CERVICAL SMEAR TEST? YES/NO
 

(If yes please complete details)




________
________
     __________

HAVE YOU HAD A HYSTERECTOMY?
 YES/NO
________
________

N/A

HAVE YOU HAD A MAMMOGRAM ?

 YES/NO
________
________

N/A

HAVE YOU HAD A BLOOD TEST 

TO SEE IF YOU ARE IMMUNE TO RUBELLA ?YES/NO
________
________
      ___________

(German Measles)

FOR PRACTICE USE ONLY

INFORMATION RECORDED ON COMPUTER       DATE___________________

BY________________________
Section A\NPquestionnaire


